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CHALLENGES FACING FORENSIC PSYCHOLOGICAL ASSESSMENT IN THE 1990S

Joseph D. Matarazzo
Oregon Health Sciences University

Aurelio Prifitera
The Psychological Corporation
San Antonio, Texas

This study was carried out to underscore that the psychometric
properties of the Wechsler Adult Intelligence Scale-Revised (MAIS-
R) make it risky for a clinician to utilize, in isolation, an
individual’s highest WA]S-R subtest score as a robust measure of
that person’s supposedly higher level of "premorbid" intelligence,
or, furthermore, to interpret the individual’s lowest WAIS-R
subtest scores as indices of an "impairment" in the brain-behavior
functions believed to be mirrored by these low subtest scores.
Analyses revealed that sizable differences (M = 6.66 points)
between the highest and lowest WAIS-R subtests were the norm
rather than the exception for the 1,880 Ss used in the
standardization of this scale. Related psychometric properties of
the scale that also bear on the use of the WAIS-R in isolation for
determining either premorbid level of intelligence or current
impairment are also discussed.

Almost from the very year of the introduction of the Binet Intelligence
Scale over eight decades ago, psychologists have attempted to garner
considerably more information about an individual examinee from intelligence
test results than simply his or her IQ. Binet first introduced the suggestion
that his scale could provide more diagnostic information than merely a single
cognitive index when he observed that patients who were psychotic or alcoholic
showed more subtest-to-subtest variability than did mentally retarded patients
(i.e., they showed more "scatter” in their passes and failures on the scale
over a larger number of year levels). However, a voluminous body of research
during the past 85 years has failed to provide evidence that patients with
different forms of psychological and psychiatric psychopathology produce
differentially distinct patterns of intratest or intersubtest scatter on the
Biret scale, the Wechsler scales, or other tests of general intelligence.
Reviews of this extensive literature can be found in Matarazzo (1972, chap. 14)
and Frank (1983).

Despite such lack of success, support for the use of differences in the
subtest scores to provide information beyond I} about the person examined has
come from research in one area. That research has involved patients with
penetrating head wounds, tumors, infections, cerebrovascular accidents, head
injuries, and other demonstrable forms of brain pathology. Reviews of this
voluminous literature correlating different patterns of Wechsler subtest scores
with demonstrable brain pathology can be found in Bornstein and Matarazzo
(1982, 1984), Frank (1983), Gregory (1987), Matarazzo (1972, chap. 13), and
Reitan and Davison (1974). This body of literature reveals that, in terms of
group means, patients with objectively demonstrable injury to their brains
manifest: (a) a loss in overall level of measurable general intelligence
relative to a level discerned from available comparative objective measures of
premorbid general intelligence, and (b) a pattern of low scores on some
subtests that correlates globally with the area of the brain affected (e.g.,




patients with injuries to the left sides of their brains earn lower Verbal IQs
relative to their own current Performance IQs, and patients with injuries to
the right sides of their brains earn lower Performance IQs reiative to their
Verbal IQs).

A few studies have reported additional findings with considerable
potential clinical significance (Matarazzo, 1972, pp. 413-414), but even a
decade later (Bornstein & Matarazzo, 1982, p. 330) cross-validation of such
findings by others has been nonexistent or rare. Examples of such non-cross-
validated findings are that, on the average, the scores on the 1l Wechsler
subtests produce differentially identifiable profiles for patients with: (a)
tumor versus vascular versus traumatic head injury, (b) an acute versus chronic
brain lesion or injury, (c) fast- versus slow-growing lesions, or (d) an injury
in the frontal versus one in the parietal versus one in the thalamic region,
and so forth. Equally unsupported by publication of validated empirical
findings, let alone their independent cross-validation, is another clinically
and heuristically appealing characterization relating to individual Wechsler
Adult Intelligence Scale-Revised (WAIS-R) subtests, as well as to specific
subtests from other batteries. This is the thesis that different subtests
validly assess brain-area-related, clear-cut, function-to-function differences
in cognition-specific intellectual, memory, constructional, motor, orientation,
attentional, executive, and other so called neuropsychological functions.

In view of this lack of validation, let alone cross-validation, the
current common practice of rendering a clinical neuropsychological diagnosis of
one of these brain dysfunctions, or of loss in one of these specific cognitive
functions, based solely or in part on the differential pattern of "scatter" in
a Wechsler scale profile should be considered art and not science. Practice of
such art varies widely from clinician to clinician and reflects individual
differences among these practitioners in training, clinical experience, acumen,
and degree of confidence or tolerance for ambiguity and error in their own
abilities to make such judgments.

However, a more common, and seemingly less controversial, practice among
clinical neuropsychologists is the use of subtest-to-subtest scatter on a
Wechsler scale for determining the “"premorbid" level of general intelligence
for a patient suspected of brain pathology. Literature reviews that strongly
refute the earlier underpinning of this corollary practice of using subtests
that allegedly "hold up* versus those subtests that "don’t hold up" as an aid
to diagnosing such organic cerebral pathology can be found in Frank (1983),
Gregory (1987), and Matarazzo (1972). Such critical reviews notwithstanding,
some current textbooks (i.e., Gregory, 1987; Lezak, 1983), although expressing
a bit of caution, still recommend that, in the absence of other information, a
neuropsychologist may use a patient’s highest Wechsler subtest scores to
determine the true Tevel of premorbid general intelligence and use the
concurrently determined lowest subtest scores as mirrors of cortical areas
showing brain-behavior impairment.

Such a practice of determining a patient’s premorbid level of general
intelligence from his or her highest Wechsler subtest scores was vigorously
recommended for psychiatrically impaired patients by Rapaport, Gill, and
Schafer (1945), although the more recent literature reviews cited above have
discouraged that practice. However, the practice continues today for
individuals suspected to be brain injured, and it also continues to be taught
in many graduate programs. Therefore, the purpose of the present article is to
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identify and highiight two critically important clinical implications of the
previously published findings of Matarazzo, Daniel, Prifitera, and Herman
(1988). Specifically, our purpose here is to underscore the relevance of the
psychometric properties of the WAIS-R published in the manual (Wechsler, 1981)

but frequently overlooked and to present additional analyses of the data from

the WAIS-R standardization sample in order to alert clinicians to the potential
risks of determining an individual’s premorbid level of general intelligence
solely from his or her highest WAIS-R subtest scores.

METHOD

Subjects
Characteristics of the WAIS-R standardization sample are detailed in the

test’s manual (Wechsler, 1981). In brief, the 1,880 individuals rarged in age
from 16 to 74, were evenly divided by sex, and closely matched United States
Census distributions for geographic region, race, occupation, education, and
community size. Not included in the sample were individuals with known brain
damage, severe emotional or behavioral disturbance, physical handicaps that
would interfere with response to test items, and those institutionalized for
mental deficiency.

Measure of Scatter

The measure of WAIS-R intersubtest variability, or "scatter," used in the
analyses described in the present article was the range--that is, the
difference between each examinee’s single highest and single lowest subtest
scaled scores (which for each of the 11 individual subtests fell between 0 and
17 to 19 points). Its case of calculation makes this measure the index most
often used by clinicians. Related data published in the earlier articie by
Matarazzo et al. (1988) revealed that range as the index of scatter had little
relationship to age, sex, race, and years of education completed. However, as
is evident in Table I, the mean amount of such scatter increased sequentially
and substantially from the lowest to the highest IQ subgroups in the WAIS-R
standardization sample. For all 1,880 subjects, the correlation between Full-
Scale IQ (FSIQ) and scatter (range) across all 11 subtests was .33 (p < .01).
The implications of this correlation are described in Matarazzo et al. (1988).

RESULTS

The Matarazzo et al. (1988) article on scatter contains tables, separately
for the Verbal, Performance, and Full Scales, detailing for each of five IQ
groups in the WAIS-R standardization sample the actual percentages of
individuals whose difference (scatter) between their highest and lowest subtest
scaled scores fell at each succeeding level between 0 and 17 points. Perusal
of those data reveals that a high degree of scatter was the norm rather than
the exception in the WAIS-R protocols of most of the 1,880 individuals upon
whom the WAIS-R was standardized. A brief summary of those earlier published
findings is shown in Table 1.

To better serve our purposes in the present article, we have amplified the
data from the Full Scale that were published in our earlier article (Matarazzo
et al., 1988) by including the Ns at each level of scatter and recasting them
in Table 2 to make them more readily usable by practitioners.

Although the data reported in the WAIS-R Manual, as well as the present
data in Tables 1 and 2, collectively highlight the risk associated with




determining premorbid I1Q from an individual’s highest subtest scores, the
WAIS-R standardization data provide additional information that clinicians
might find persuasive. Specifically, and utilizing as a criterion only that
they each fall in a designated range, we randomly selected 20 protocols from
among the 1,880 normal individuals in the standardization sample to display
visually each range of scatter. Table 3 presents the scores on each of the 1]
WAIS-R subtests for these 20 representative individuals whose person-specific
amounts of scatter were 3, 4, 6, 7, 8, 10, 12, 13 and 15 points. (Table 2
shows how common each of these nine selected magnitudes of scatter was among
the 1,880 individuals.) As shown in Table 3, these 20 individuals included 9
womeg and 11 men whose ages ranged from 16 to 74 and whose FSIQs ranged from 74
to 131.

DISCUSSION

Several findings in Table 1 are worth highlighting. First, not one of the
1,880 individuals in the WAIS-R standardization sample had the same score on
all 11 subtests (i.e., a protocol with zero scatter). Second, for the total
sample, with the Full Scale showing a range from 2 to 16 points, scaled score
scatter averaged 6.7 points for the Full Scale and 4.7 points each for the
Verbal and Performance Scales. And third, as also shown in Table 1, for each
of the three IQ measures, the mean magnitude of scatter found in individual
WAIS-R protocols increased with increases in IQ level. This latter finding is
a heretofore unrecognized psychometric property of the WAIS-R and one that the
pract;tioner who interprets the clinical significance of WAIS-R scatter must
consider.

For each of the three scales, the data shown in Table 2 make it possible
for a clinician to note the degree of scatter between the highest and lowest
subtests shown by a patient and discern how frequently that same magnitude
occurred in the sample of community-living citizens who comprised the WAIS-R
standardization sample. As examples, for FSIQ, Table 2 shows that 1.0% of the
WAIS-R standardization sample showed a range of 13 or more points of
intersubtest scatter, that 8.6% showed 10 or more points, that 48.7% showed 7
or more points, and that 86.1% showed 5 or more points of such a difference
between their highest and lowest subtest scaled scores. (Given that the
magnitude of scatter is greater at higher levels of FSIQ, it is recommended
that the practitioner wishing to be more precise consuit Tables 4, 5, and 6 of
Matarazzo et al., 1988, in order to take IQ level into consideration when
interpreting the amount of scatter shown by any given examinee.)

It is worth repeating that for the Full Scale, 48.7% or one out of every
two, of the WAIS-R standardization sample showed a difference of 7 or more
points between their highest and lowest subtest scaled scores. The fact that
these individuals were screened by experienced standardization examiners to
rule out pathology suggests the risk involved in the clinical neuropsychologist
using, without other objective confirmatory evidence, a patient’s highest
subtest scaled score as a measure of the patient’s premorbid level of general
intelligence.

Thus, the data in Tables 1, 2, and 3 form the basis for a modern
restatement of an issue (see Matarazzo, 1972, pp. 47-50) debated 80 years ago
by Spearman and Thorndike (and that was revived 30 years later by Thurstone).
After each examined the same table of intercorrelations among many measures of
academic and related cognitive abilities, Spearman insisted that an
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individual’s intelligence was composed primarily of a general (g) factor and
that the evidence for specific abilities (s), although also present in such
tables of intercorrelations (e.g., Table 16 in the WAIS-R Manual), was of
relatively less import. Thus, as is shown here in Table 3, persons with the
highest subtest scores earned comparably high scores on most of the remaining
subtests; the opposite was true for those subjects earning the lowest scores;
and the middle scorers fell between these extremes. This belief of Spearman’s
was vigorously challenged by Thorndike, and later by Thurstone, both of whom
argued that individuals are endowed with a large number of independent specific
abilities (s) that vary in strength from one to another and that are as
important as the individual’s general level of intelligence (g) in
understanding the unique make-up of each person’s measurable intelligence.
Consistent with our own view, Spearman and Thurstone would have given as much
weight to the range of scatter exhibited by each person in Table 3 (i.e., the
equally obvious differential specific abilities) as to the clear-cut presence
of g in the array of each set of 11 subtest scores.

Although such tables of intercorrelations and related data that support
the Thorndike-Thurstone view {and our view) have been published since 1939 for
each of Wechsler’s intelligence scales, their relevance for undermining the
two-pronged thesis that the highest subtest scores validly refiect "premorbid"
level of intelligence and that the lowest subtest scores mirror "impaired”
functions has heretofore not been sufficiently emphasized. In the WAIS-R
Manual the correlation of each score on each subtest with the FSIQ, as well as
the intercorrelations of scores on each of the 11 subtests with scores on each
of the other subtests, is given in Table 15 for each age group and in Table 16
for the whole sample of 1,880 adults (Wechsler, 1981, pp. 36-46). The fact,
shown in Table 16 (reproduced as Table 4), that the correlations between FSIQ
anu ihe scores on each of the 11 subtests are far from unity (ranging only from
(or combination thereof) is an acceptable measure of a normal person’s (let
alone a patient’s) presumed actual level of (premorbid) FSIQIQ. In addition,
Wechsler’s (1981) Table 16 (our Table 4) shows that whereas scores on some
pairs of subtests show an acceptably high correlation (i.e., the score on the
Vocabulary subtest correlates .81 with the score on the Information subtest),
the correlation across other pairs of subtests is unacceptably and strikingly
low, even in normal subjects, and certainly too low to permit using high and
low subtest scores to ascertain impairment (i.e., the score on the Digit Symbol
subtest correlates only between .38 and .47 with the score un each of the other
10 subtests).

Equally relevant to the argument that one should not use without objective
corroborating findings the highest subtest scaled score as a valid measure of
premorbid intelligence are two additional psychometric properties of the
WAIS-R. The first, more general property, is the other-than-perfect test-
retest reliabilities (ranging from .69 to .94) reported for the 11 subtests in
Table 11 of the Manual (Wechsler, 1981, p. 32) and further detailed in a
subsequent and more extensive analysis by Matarazzo and Herman (1984). The
secand, clinically more directly applicable psychometric property is the
standard error of measurement of each of the 11 WAIS-R subtest scaled scores.
The magnitudes of these standard errors indicate the actual band of error
associated with each obtained subtest scaled score and highlight the risk of
using a scaled score that is obtained in only one WAIS-R examination as an
invariant quantitative index of a fixed, underlying brain-behavior attribute.




These standard errors are shown in Table 12 of the Manual (Wechsler, 1981,
p. 33) and range from 0.61 of a scaled score point for the Vocabulary subtest
to 1.54 points for the Object Assembly subtest.

For the clinician, a practical method of taking into account the standard
error of measurement is to consider a band of scores extending two standard
errors above and below the obtained score. Thus, an obtained Object Assembly
(OA) scaled score of 9 communicates that the practitioner may be confident at
the .05 level that the patient’s true OA score falls between 5.92 and 12.08
(i.e., plus and minus 2 times the standard error of 1.54 points of the obtained
score of 9), and at the .0l Tevel that it falls between 5.00 and 13.00 (i.e.,
plus and minus 2.6 times that standard error). This use by the clinician of
the obtained scaled score rather than the person’s true subtest score, although
not completely accurate psychometrically (Dudek, 1979), nevertheless provides
what Gulliksen (1950) called the "reasonable Timits" of a true subtest score.

Therefore, in addition to what is shown here in Tables 1, 2, and 3, each
of these four additional psychometric properties (the other-than-perfect
correlations between each subtest and FSIQ, the less than unity that
characterizes the table of subtest-to-subtest intercorrelations, as well as the
test-retest reliabilities, and the magnitudes of the standard errors of
measurement of each of the 11 subtests) constitutes statistically robust
evidence that a relatively high degree of subtest-to-subtest scatter was the
rule rather than the exception in the 1,880 community-1iving individuals who
were carefully screened to rule out psychological and organic pathology.
Consequently, the current all-too-common practice of estimating, solely on the
basis of a patient’s highest subtest scaled scores and without other objective
confirmatory evidence, the level of premorbid intelligence for an individual
suspected of showing a current loss in intellectual function resulting from a
brain disorder appears to be a risky practice in need of more scientific
underpinning.

We hope that perusal of Table 3 will underscore for clinicians the need
for caution in interpreting scatter to determine premorbid IG. In isolation
and without other objective corroborating evidence, a finding of a sizable
degree of scatter in a WAJS-R record cannot be used ipso facto either (a) to
estimate (using the highest scaled scores) the examinee’s supposed "premorbid"
level of intellectual function or (b) to identify areas (using the lowest
scaled scores) of current cognitive “impairment.”

However, clinical judgments such as these are possible when high and low
subtest scaled scores like those shown in Table 3 are evaluated in a more
comprehensive clinical context that includes (a) an individual’s premorbid
scores obtained on intelligence tests administered years earlier in the primary
and secondary grades, as well as in the military or in other occupational
settings; (b) years of schooling completed plus the lifelong occupational
history; (c) the individual’s medical history, including relevant signs and
symptoms; (d) findings from hospital records, including one or more scans by
computerized axial tomography (CAT), magnetic resonance imaging (MRI), positron
emission tomography (PET), and other objective imaging procedures; plus
(e) other relevant supplementary information obtained during the current
psychological examination from the use of other tests developed to assess
related neuropsychological and personality functions.




However, a caution is in order regarding the use of other
neuropsychological tests. Some neuropsychologists use exclusively the
supplementary finding of scatter among the subtests of the Halstead-Reitan
Neuropsychological Battery as “objective" evidence confirming that scatter on
the WAIS-R is mirroring an impairment in brain-behavior function. However,
that subtest-to-subtest scatter is as common across subtests of the Halstead-
Reitan Battery (and related batteries) as it is across subtests of the WAIS-R
may be inferred, in part, from both tests’ comparable (a) other-than-perfect
test-retest reliabilities, (b) tables of subtest intercorrelations and
(c) standard errors of measurement (Halstead, 1947; Matarazzo, Matarazzo,
Wiens, Gallo & Klonoff, 1976; Matarazzo, Wiens, Matarazzo, & Goldstein, 1974).

When used as only one of a number of other documentable indices of loss of
earlier intellectual capacity of the type that accompanies brain impairment,
WAIS-R subtest-to-subtest scatter can be a highly useful datum. However, the
findings presented here indicate that it is risky to use those same scatter
data in isolation or buttressed only by findings from (a) a neuropsychological
battery of tests or (b) subjective reports of cognitive symptoms unsupported by
evidence from the patient’s personal, educational, occupational, medical, and
clinical histories.

Note. Full article published in A Journal of Consulting and Clinical

Psycholoqy, 1989, Vol. 1, No. 3, 186-191.
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Table |

Average Difference (Ccatter) Between an Individual's Highest and Lowest Subtest Scaled

Score: Data From the Three Scales of the WAIS-R Standardization Sample

IQ range
-79 80-89 90-109 110-119 120+ All

Scale (N = 165) {N = 302) (N = 924) (N = 312) (N = 177) (N = 1,880)
Verbal

Mean scatter 3.48 4.05 4.75 5.28 5.35 4.67

Range 2-8 2-10 2-12 2-13 2-10 2-13
Performance

Mean scatter 3.36 4.32 4 .81 5.05 5.53 4.71

Range 2-11 1-15 2-16 2-14 2-13 1-16
Full

Mean scatter 5.02 5.93 6.85 7.1% 7.85 6.66

Range 3-11 2-12 3-16 4-1%5 4-13 2-16

Note. WAIS-R = Wechsler Adult Intelligence Scale-Revised. Data in this table
are from Tables 4, 5, and 6 (pp. 945, 946, and %47, respectively) of "Inter-
subtest Scatter in the WAIS-R Standardization Sample" by J. D. Matarazzo, M. H.
Daniel, A. Prifitera, and 0. 0. Herman, 1988, Jouri:al of Clinical Psychology,
44. Data and table copyright 1983 by The Psychologica! Corporation and may not
be reproduced without permission. A1l rights reserved. Reprinted by
permission.
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Table 2

Full Scale: Percentage of Cases At or Above Each Magnitude of Scatter Across
the Full Scale for the 1,880 Subjects in the WAIS-R Standardization 3ample

Scatter: Difference Percentage of Number of
in points between cases showing individuals showing
highest and lowest 11 this or more this magnitude
subtest scaled scores points of scatter of scatter

17 0.0% 0

16 0.1 2

15 0.3 4

14 0.4 2

13 1.0 11

12 2.1 20

11 4.1 38

10 8.6 84

9 18.1 180

8 31.9 258

7 48.7 316

6 69.1 384

5 86.1 320

4 96.5 195

3 99.6 58

2 99.9 7

1 100.0 1

0 100.0 0

Note. Mean scatter = 6.66 (SD = 2.08), median scatter = 6. WAIS-R = Wechsler
Adult Intelligence Scale-Revised. Data in this table are from Table 4§ (p. 945)
of "Inter-subtest Scatter in the WAIS-R Standardization Sample” by J. D.
Matarazzo, M. H. Daniel, A. Prifitera, and D. 0. Herman, 1988, Journal of
Clinical Psychology, 44. Data and tabie copyright 1989 by The Psychological
Corporation and may not be reproduced without permission. All rights rese: ved.
Reprinted by permission.
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Table 3

WAIS-R Standardization Sample: The 11 Subtest Scaled Scores of 20 Representative Individuals Showing
Differences ({Scatter) From 3 to 15 Points
Subtest scaled scores?

Range of

scatter FSIQ Sex Age Inf DS Voc Ari Com Sim PC PA 80 0A DSy
3 76 F 70-74 ) 6 5 3 4 3 3 4 5 3 3
3 86 F 55-64 5 8 8 8 8 ) 5 S & 8 5
3 104 M 25-34 12 11 11 12 10 12 10 9 12 12 10
4 122 F 45-54 12 12 12 13 11 14 12 12 12 12 10
6 124 F 25-34 8 g 8 8 6 3 3 7 4 5 8
§ 85 M 25-34 10 10 11 10 8 7 6 ) 5 8
6 100 M 65-69 10 11 10 8 9 10 6 7 6 5
7 111 F 70-74 12 9 12 6 10 g 10 6 8 9 S
7 131 M 16-17 12 13 12 15 '3 14 12 9 11 9 16
8 81 M 65-69 10 8 8 6 6 2 6 2 2 3 2
] 74 M 25-34 5 4 4 4 3 6 g 6 ) 12 6
9 95 F 45-54 14 6 11 7 12 S 10 7 6 5 6
10 87 F 25-34 9 8 7 9 6 8 10 9 6 5 15
10 115 M 25-34 16 6 15 13 13 11 12 11 12 13 12
10 123 F 55-64 15 8 13 9 18 10 8 15 8 11 i3
12 101 F 18-19 6 8 9 7 13 9 10 17 9 ] 5
13 118 M 45-54 16 11 9 1 4 14 12 6 17 13 12
13 131 M 70-74 16 14 19 12 13 15 3 10 10 6 6
15 96 M 35-44 11 2 11 9 7 10 14 11 1 8 16

Note. Abbreviations: WAIS-R = Wechsler Adult Intelligence Scale-Revised, FSIQ = Full-Sc2le IQ, F =

female; M = male, Inf = Information; OS$ = Digit Span; Voc = Vocabulary; Ari = Arithmetic; Com =

Comprehension; Sim = Similarities; PC = Picture Completion; PA = Picture Arrangement; B0 = Block

Design; OA = Object Assembly; Dsy = Digit Symbol. Data in this table are from the WAJS-R

standardization sample.
reprcduced without permission.
al}sing the scaled-score

conversions

Data and table copyright
All rights reserved.
for the reference group”
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1989 by The Psychological

Corporation
Reprinted by permission.
(ages 20-34).

and may not be




WAIS-R Standardizat:.n

Table 4

Sample (N = 1,880): Average Intercorrelation of the Tests for Nine Ages

Yerbal Performance

Test Inf DS Yoc Ari Com Sim PC PA BD 0A OSy score score
Digit Span (0S) .46
Vocabulary (Voc) .81 .52
Arithmetic  {Ari) .61 .56 .63
Comprehension (Com) .68 45 .74 .87
Similarities {Sim) .66 45 .72 .56 .68

Picture Completion (PC) .52

Picture Arrangement (PA) .50

Block Design (BD) .50
Object Assembly (0A) .39
Digit Symbol (DSy) .44
Verbal scorea .79
Performance scorea .62
Full Scale scorea .76

.37 .58 .48 .52 .54

.37 .51 .46 .48 .50 .51

.43 .82 .56 .48 .51 .54 .47

33 .41 .42 .40 .43 .52 .40 .63

.42 .47 .45 .44 -46 .42 .39 .47 .38

.57 .8% .70 .76 .74 .61 .57 .61 .49 .54

.50 .85 .62 .61 .64 .65 .56 .70 .62 .52 .74

.58 .81 .72 74 75 .67 .61 .68 .57 .57 - ---

Average correlation of tests
Verbal Scorea .86
Performance Scorea ---

Full Scale Scorea .81

with Verbal, Performance, and Full-Scale scores before correction for contamination
.69 .90 .80 .84 .83 --- m—- --- - - --- -—-
smm ee eee eee eee 79 13 82 T7 700 --- ---

.66 .85 .78 .79 .80 73 .68 74 .64 .65 .95 .91

Note. The coefficients of correlation were computed from scaled scores. The average coefficients

were computed by transforming

the equivaient r. The data and table are from Wechsler Adult Intelligence Scale-Revised (Table 16,

p. 46) by D. Vechsler, 1981,

by The Psychological Corporation and may not be reproduced without permission. All rights reserved.

Reprinted by permission.

aVerbal score is the sum of scaled scores on the 6 Verbal tests; Performance score is the sum of
scaled scores on the 5 Perfarmance tests; Full Scale score is the sum of scaled scores on al) 11
tests. Coefficients with these variables in the main body of the table have been corrected to

remove contamination.

each r to Fisher's z statistic, and reconverting the mean z value to

-

New York: The Psychological Corporation. Data and table copyright 1989




POST-QUAKE SUPPORT: PROJECT CARING

Tony Zold and Carl Settles
Letterman AMC
Presidio of San Francisco, California

1. Many of us may be coping with normal emotional reactions to an unusual
stressor, the earthquake and its aftermaths. The stressors may effect us
individually, our family, or our work associations. Acknowledgment of these
reactions and certain self-help techniques help speed recovery and prevent
complications.

2. Although there is no "right" way to feel, the following are the most common
reactions we observed in ourselves and in those we worked with following the
quake.

physical/emotional fatigue
time distortion

fear of reoccurrence
forget{ulness
irritability/anger/liability
sleep problems

nightmares
sadness/depression

guilt

hypervigilance
disbelief/feeling of unreality
anxiety/flashback

sense of loss of control
emotional numbing

worrying about feeling normal

3. Not everyone will experience these reactions. For those who do, time of
onset and the form of the reaction varies from individual to individual, and
from day to day in a given individual.

4. Indivicuiai self-help

a. Talk about your reactions, thoughts and memories. Don’t hold them in
or feel embarrassed about your need to repeatedly talk to people.

b. Maintain regular pattern of daily activity: don’t forget rest, sleep,
diet, exercise. Keep up familiar routine and postpone major new projects.

5. Group self-help: Initial pulling together can give way to irritation,
especially with prolonged but lower level stress involving the aftermath of the
quake (e.g., increased commuting time, displacement from previous loading/office,
overcrowding, etc.). Most of us assume that the way of reacting which works

for us (e.g., being more quiet or being more talkative) is the RIGHT way to
react. Understanding that different reactions may all be normal is a major first
step in group cohesion. Rap groups talking about different reactions and
rebuilding the familiar routine as quickly as possible are helpful app]icat1ons
of the individual self-help model to groups. Many times strong anger 1s
expressed about long-standing problems in the group. Although the intensity of
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the anger may not be justified by the specific issue (and is likely fueled by
feelings associated with the quake), the problem is genuine and should not be
dismissed. It is important to separate the problem and the anger, and to deal
with both, but separately.

PROJECT CARING

Just Tike small tremors and after-shakes following an earthquake,
emotional reactions following a disaster are normal. As you adjust to the
physical and psychological stresses of the earthquake, you may discover that
you or someone close to you is coping with certain normal reactions to stress.
There is no "right" way to feel. Common feelings include:

Trouble falling asleep or difficulty sleeping through the night

Nightmares

Emotional and physical fatigue

Irritability

A fear of reoccurrence of earthquakes that intrudes upon your daily
activities

Anxiety throughout most of the day and intrusive recollections of the
quake

Disbelief and a sense that things are unreal

Emotional numbing

A sense of loss of control over your life

Feelings of gquilt

Feelings of depression

In children we often see a somewhat different pattern depending upon the
child’s age. In addition to the reactions listed above, children may show:

Changes in conduct and increased discipline problems
Regressive behavior such as bed wetting, excessive dependence,
clinging and whining, etc.
Distractability and inattention
Heightened curiosity about safety
School problems including reluctance to attend school
and worries about being away from parents and family

Not everyone experiences these reactions. For those who do, the time of
onset and the form of these symptoms of stress will vary from individual te
individual.

It is important not to ignore these signs of stress. For most people
these symptoms will be mild, and discussing the experiences surrounding the
earthquake with family and friends will be enough. To aid you and your family
in this regard "rap groups” will give you an opportunity to share in each
others’ experiences. If you would like to share your experiences with others,
LAMC Department of Psychiatry, along with Social Work Service, Chaplains
Service and Army Community Service is ready to help facilitate rap groups at
the time and place of your--choosing. Rap groups (earthquake support groups)
at the work place, in units, housing areas, barracks, hospital, etc. for active
duty, for family members and for civilian employees can facilitate the healing
process through this difficult time.
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GENERAL PRINCIPLES OF PSYCHOLOGICAL FIRST AID

Following a disaster there may be persons who are overwhelmed by the event
and have difficulty in coping with the situation and their emotions. You,
family members and friends may be able to help others if you know the basic
steps of Psychological First Aid.

What Is Psychological First Aid?

First Aid is just what its name implies. It is the initial help received
by a person in trouble. Such aid should be concerned only with the immediate
situation.

Attempt to calm the victim. Relieve the anxiety and stress.

Communicate confidence in yourself, as well as concern for the victim.
Show you care by your attitude.

Accept a person’s limitations as real.

Encourage the person to speak freely about whatever is on his mind.

Be very patient.

When the person begins talking, interrupt as little as possible.

Practice "Active Listening.”

Do not argue with the person if he disagrees with you, and do not impose
your ideas upon him. His own solution will be the most successful for
him.

Accept your own 'imitations, in a relief role. Do not attempt to be
all things to all people. Do what you can and obtain additional help
from a qualified counselor.

Emotional and Psychological Considerations in a Disaster

Disaster is a crisis in itself, however, disaster increases the crisis
situation when it is accompanied by:

Job and/or financial difficulties
Death

I1iness

Injury

Loss of personal belongings

Family problems, including separation

Factors in dealing with a crisis, your own or that of family or friends:

To be able to talk about the experience and express the feelings
accompanying the experience.

To face and be fully aware of the reality of what has happened,
and to be assured that you are with caring people.

To resume concrete activity and be able to reconstruct the predisaster
life routine as soon as possible.

A key point to remember concerning disaster preparedness and the
psychological factors invoived is:

The more planning that can be done beforehand, the better the family
will be equipped to deal with the disaster.
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COPING WITH CHILDREN'S REACTIONS

Anxiety

Fear is a normal reaction to any danger which threatens 1ife or
wellbeing.
What is a child afraid of after a disaster?

1. He is afraid of recurrence or injury or death.
2. He is afraid of being separated from his family.
3. He is afraid of being left alone.

Parents tend to ignore the emotional needs of the child once they are
relieved that nothing "serious® has happened to the family.

One must recognize that a child who is afraid, is very frightened!

A first step for parents is to understand the kinds of fear and anxiety
a child experiences.

Advice to Parents

[t is of great importance for the family to remain together.

The child needs reassurance by the parents’ words as well as their
actions.

Listen to what the child tells you about his fears.

Listen when he tells you about how he feels, what he thinks of what has
happened.

Explain to the child, as well as you can, about the disaster, about the
known facts, and again, listen to him.

Encourage him to talk.

A child’s fears do not need to completely disrupt his and the family’s
activities.

Settling Down

Parents should indicate to the child that they are maintaining control:
they should be understanding but firm, supportive, and make decisions
for the child.

"t is natural for a child to want to be close to his parents, and for
the parents to want to have the child near them.

Parents should also be aware of their own fears and their own
uncertainty and of the effect these have upon the child.

Children respond to praise and parents should make a deliberate effort
not to focus upon the child’s immature behavior.

How Can the Parents Recognize When to Seek Professional Help?

If a sleeping problem continues for more than a few weeks, if the
clinging behavior does not diminish, if the fears become worse, it is
time to ask for professional advice.

Mental health professionals are specially trained to help people in
distress. They can help parents cope with and understand the unusual
reactions of the child. By talking to the parents and child either
indi:idua]]y or in groups, a child’s fears can be overcome more
easily.
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POST-TRAUMATIC STRESS SYNDROME

Persons who are involved in a distressing event outside of the range of
usual experiences (i.e., earthquakes, war, violent crime) sometimes experience
intense feelings of fear, terror, and/or helplessness. The constellation of
feelings which surround such distressing events has been named post-traumatic
stress syndrome. The duration of symptoms is usually one month or less, but in
some cases symptoms may last 6 months or more, particularly with delayed
reactions which often do not manifest themselves until some weeks after the
distressing event.

Some Symptoms of Post-traumatic Stress Syndrome

Irritability

Qutburst of anger or difficulty in expressing anger.

Trouble falling asleep or staying asleep.

Feeling of numbness, detachment, estrangement, or emotional distance
with self and others, including loved ones.

tack of desire (or increased desire) for physical or sexual contact.

Recurring or intrusive recollections of the traumatic event.

Desire to abandon responsibilities; to "run away from it all."

Difficulty concentrating or completing tasks; failing memory.

Exaggerated startle response.

Physical symptoms, "flu," headaches, diarrhea. upset stomach.

Loss of control, guilt, embarrassment.

Other symptoms?

—_— el 2 =

1. People sort out other feelings about stressful experiences in different
ways. Introverts, for example, typically process feelings internally and
extroverts typically want to talk to lots of people. In addition, people have
different internal timetables for processing stressful situations. Some want
to deal with their feelings on the spot, and some prefer to get to their
feelings later on. There is no right or wrong way to process the feelings of a
stressful experience.

2. These are some of the things you can do to sort out the feelings of a
stressful experience.

Tell people about your experience.

Write about your experience.

Draw about your experience.

Increase your physical activities.

Talk with your family, friends, co-workers, church, or social group,
Ask your friends about ideas of what they are doing to cope.
Join a counseling support group.

See a counselor for individual counseling sessions.

Focus on what you can do to help others in distress.
Practice relaxation, meditation, or prayer activities.

Other ideas?
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Some Practical Things You Can Do to Regain a Sense of Control Over Your Life in
an On-going Stressful Situation

1. Know what practical things you can do to be prepared for on-going
earthquake stress:

Duck and cover
Stand under a doorway
Know emergency routes
Sleep in your clothes, put flashlights, wallets, shoes, etc. close by.
Other ideas?
2. Resume your normal program of activities as quickly as you can.

3. Pay careful loving attention to yourself--eat nutritional foods, get plenty
of rest, drink liquids, and increase other self-nurturing activities.

4. Follow a program of active exercise.

5. Don’t deny that you feel stressed or out of control. (Denial of feelings
can add to their increased intensity.) Keep "processing” as long as needed.
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OLDER ADULTS’ ACTIONS TO DISASTER

Major Factors Affecting Older Adult’s Response

Health

Physical capabilities
Mobility
Self-sufficiency/dependency

Common feelings, Behaviors, Needs

Losses.

1. High proportion of personal loss and injury (live in dwellings
susceptible to wind, water, and earthquake)

2. High sense of loss of plants, landscape, sentimental items.
3. Less able to "start over"

money
time

4. Past losses rekindled by disaster (especially recent losses of spouse,
friends).

5. Slower response to full impact of losses than other age groups.
Fears and anxieties.

1. Healthy individual: experience less anxiety than younger age groups.
2. Individuals with health problems:

greatest fear is of being institutionalized
may conceal full extent of their problems/needs
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MILITARY FAMILIES

LTG Harrison
Letterman AMC
Presidio of San Francisco, California

[ am delighted to kickoff this section of the clinical psychology short
course. I think whot you are doing is important. [ think what you zre doing
contributes to readiness. Picture with me the following scene. It is 4:30
a.m. in the small apartment that is home for a young soldier, his wife, and
their new baby. The alarm clock goes off, and the soldier rushes to his unit’s
morning formation. He may not be back until late that evening--or even for
several days--because the army is not a "9 to 5" job. His young spouse has to
deal with that uncertainty, as well as their child and--very likely--her own
job. Most spouses of our young soldiers have to work, because it is very
difficult to support a family on the pay of a specialist. We must do all we
can to improve the quality of life for this soldier and his family--and the
tens of thousands like them. If we don’t, the Army is in trouble. With more
than half our soldiers married, when we lose a family, we lose a soldier.

Recognition for the military family and its special problems, concerns,
and needs has been a long, slow process. Until the 1890s, the military
virtually ignored the presence of families, though they certainly existed. One
hundred years ago the Army, and Army life, was almost exclusively male. OQur
nation’s frontiers were still being settled, and many soldiers were stationed
at remote, primitive forts throughout the west. Few, if any, provisions had
been made for families to go along with these soldiers. A lieutenant’s
quarters, whether he was married or n- , consisted of only one room and a
kitchen. An additional room was added for each promotion. A young
1ieutenant’s wife who complained of the cramped, inadequate conditions was
told, "Why Martha, didn’t you know that women are not reckoned on at all by the
War Department?"

The Army of that era was known as the "Army of deserters" because so many
soldiers went AWOL rather than complete the terms of their enlistment. One
reason many AWOL soldiers gave for deserting was that they wanted to get
married and raise a family, and the Army was no place to do .. A survey in
the 1889-1890 era gave evidence of how few families existed. The survey showed
that out of 25,000 soldiers, only 18 officers and 34 enlisted men got married

that year. In the same period, only 436 children were born to the wives of
officers and enlisted men.

Family recognition really started at the end of the Spanish-American War
in 1898. For the first time, allotments for families of enlisted soldiers were
extended to peacetime. The same benefits were finally extended to officers’
families during World War I. However, the road ahead was still a long and
difficult one. Military families were still the exception, rather than the
rule. In 1907, a survey of 101 Army posts showed that 18 posts had no school
age children. Only one post had as many as 40 children, and only 15 posts had
schools. Many of those were run by parents.

In 1913, an Army regulation admitted marriages did exist, but strongly
discouraged them. The regulation stated that marriages "must be for some good
reason in the public interest, but the efficiency of the service is to be the
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first consideration." Until World War II, soldiers enlisting in the Army had
to specify, in writing, that they were unmarried and had no children. Soldiers
were allowed to get married after completing their first enlistment. However,
in 1936, military life was considered so unattractive that only 21% of our
enlisted soldiers were married. However, with the advent of World War II,
change was accelerated. Though enlistees still had to be single, those drafted
did not. Within a year, all the services had hundreds of thousands of married
servicemen, and families, in their ranks. Some daring wives followed their
husbands. Such was the case in my hometown, which had a great influx of
"furriners."

Military families received official recognition in 1942. Public Law 490
established dependency benefits, including some obstetrical care. That same
year, Army Emergency Relief was also established, with the express purpose of
helping the Army “take care of its own." It was also during World War Il that
women officially became part of the Army. Until then they had only served in
the Auxiliary Nurse Corps. After the war, many of the married soldiers
returned to civilian life. However, the great social changes--many of which
were introduced by the war--had altered our nation, and our military, forever.

When I fir.. entered the Army in the 1950s, it was still com.on to hear
the oid saying, that "If the Army had wanted you to have a wife, it would have
issued you one." In my first platoon, there was one officer and there were 44
enlisted soldiers. Only four of the men were married. Even then, the Army was
in the midst of a great transition. In the pre-World War II days only officers
and senior NCOs were married. By 1955, 42% of our servicemen were married. By
1960, family members outnumbered those in uniform. For the next 20 years, the
military services struggled with these changes.

In the Army we established the army community service program and a
survivor’s benefit program. We recognized that spouses of female soldiers were
also "dependents," and we established an Army-wide quality of life program.
During the last 10 years military family programs have really started to
proliferate. So, too, did the recognition of their importance from an
organizational effectiveness point of view. In the 80°'s I heard Army Chief of
Staff General John Wickham say "we recruit soldiers, but we retain families.”
By then, more than half our soldiers were married. Also in 1980, the first
Army family symposium was held. It was a grass roots conference organized by
Army wives. My wife, Jo, was one of the attendees.

In 1981, the Department of Defense established a family advocacy program.
That same year the Army Family Liaison Office was instituted. Quality of life
programs have received increasing recognition during the 13805. Tho basic
premise is that the Army community expects a quality of life similar to that of
the society it serves. Certainly, that is a very reasonable expectation. The
Army further recognized its changing makeup by declaring 1984 “the year of the
Army family." That year we focused on expanding the concept of a caring
partnership between families and soldiers, and between families and the Army.

Conferences like today’s are an outgrowth of the changes in our society
and in the military. Some of the topics on your agenda reflect concerns
prevalent in the civilian comnunity. That is good, because the military is,
and always has been, a microcosm of our society. Other topics you will discuss
are specific to the military. That, too, is good; because military families
have special concerns and problems--and are very special. As a commander, [ am
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pleased to note that this year's conference will have an expanded discussion of
the role of the command in family life. Commanders at all levels--in all
services--in all components--must make it their business to insure the finest
in family services are available for their servicemen and women.

Finally, as both a commander and one who has been a military family member
for many years, I am delighted that this conference is going on here at the
Presidio. During the last 200 years military families have gone through a
great deal. First, we were ignored and barely tolerated. Slowly that changed
to the point families were seen as almost a necessary evil. Being viewed as
people who must be provided with services to insure retention rates remained
high. Retaining good soldiers is important, but I think we are moving into a
new, more enlightened phase of military history regarding military families.
That is the realization that taking good care of our soldiers and family
members is "the right thing to do.” It is a moral and ethical responsibility
incumbent on all commanders. A debt we owe to our men and women in uniform for
their service to our great nation. I wish you every success in your important
day’s work and thank you for inviting me to address you.

23




FAMILY PSYCHOLOGY: A BURGEONING FIELD

Arthur M. Bodin
University of California San Francisco
San Francisco, California

In its 30-year history, family therapy has had phenomenal growth, from an
almost underground position to wide acceptance. In 1973, the field had only
one professional journal, Family Process; today there are nearly two dozen
family therapy journals, about half of them published in English, and more than
300 freestanding family institutes in the United States alone. The American
Association for Marriage and Family Therapy, one of the better known
professional organizations, dates from 1945; its membership has grown from just
under 1,000 in 1970 to more than 11,000 in 1983. In 1977, after a long
gestation period which avoided premature crystallization of the family therapy
field, the American Family Therapy Association was organized.

Many patients find that it makes sense for them to participate in a kind
of therapy that provides a window for direct observation of how they and their
loved ones interact. Family members also appreciate a forum for airing and
resolving differences in which they are actually present and able to respond,
rather than remaining outside the process.

Widespread concern about fragmentation of the family, particularly in the
United States, has probably been responsible for some of the increasing public
acceptance of family therapy. Family therapists often focus on working out
practical solutions to problems at home, frequently using a "down-to-earth,"
direct approach.

With family therapy’s great growth and acceptance, however, misconceptions
have arisen and sometimes have proliferated. These include the assumption that
family therapy is always the treatment of choice and the associated notion that
other treatment modalities, such as individual therapy or chemotherapy, are
incompatible with family therapy. Such attitudes have been eroded: from the
psychoanalytic direction by Grotjahn (1959) and from the family therapy
direction by Hallowitz (1966). Pearce and L. J. Friedman (1980;, Stierlin
(1977), and Glick and Kessler (1980) provided bridging pers; ~*ives. A
broadened view of family therapy also can be gained from books detailing case
studies such as those by Haley and Hoffman (1967), Napier and Whitaker (1978),
and Papp (1977;.

There is a misconception that family therapy must always include the whole
family. Various realities of family living make this rule impractical;
however, absent members communicate indirectly about the system. Another
misconception is apparent when participants are limited to members of the
immediate household or nuclear family. It may be important to include not only
a1l household members--such as in-laws, uncles, and boarders--but it also may
be important to include members of the nuclear family who do not live in the
same household. Furthermore, there may be distinct advantages in including
many members of the extended family, and some therapists find it helpful to
work with several unrelated families. Some family therapists have also found
it useful to apply "network" approaches (Speck & Attneave, 1973) involving the
family’s friends, teachers, lawyers, probation officers, emplioyers, and even
tusiness partners in the family therapy situation. The principles of human
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communication and systems theory have been successfully applied to business
partnerships struggling with problems that proved similar in many respects to
those occurring in families. The growing field of mediation is now
rediscovering these similarities but is also discerning the differences.

Family therapy is not so much a technique as a viewpoint. This viewpoint
is often termed family systems orientation. It is important to understand this
way of thinking if the significance of the family therapy movement is to be
appreciated.

Revolutionary strides were taken when Pinel struck the chains from "asylum
inmates" and when Freud used talking treatment to understand unconscious
determinants of behavior. Current mental health concepts have shifted the
focus from individuals to the groups with which they interact and to the
interpersonal behaviors that constitute observable events which thus influence
and are influenced by their community. Thus, family therapy constitutes one
aspect of what might be termed “the sociotherapeutic shift." This orientation
has been defined by Strauss et al. (1964) and Langsley (Langsley & Kaplan,
1968; Langsley, 1980).

The two most salient features of the sociotherapeutic shift are its
emphasis on sociological as well as psychological factors and its attention to
synthesis as well as analysis. These concepts converge in thase forms of
therapy which emphasize the forces of building and sustaining relationships
between people, such as group therapy in general and family therapy in
particular.

Family therapy, through its concern with individuals and their contextual
systems, extends attention beyond what goes on «ithin the individual to
observing what actually happens between people. Several fundamental changes in
our thinking occur because the nature of our questions changes, causing us to
seek different solutions with a heightened appreciation of the fact that even
individual therapy and testing are misnomers since the context is at least
ayadic. Some concepts of causality must also change as interperson:zl
interactions are increasingly viewed as the contexts in which intrapersonal
phenomena emerge and are maintained.

While all forms of therapy support the goal of helpirg patients become
more responsible, family therapy may derive some of its growing popularity from
the fact that it recognizes an intermediate condition that is neither pure
independence nor pure dependence, namely interdependence. This condition is no
mere compromise: It is a richer and more complete description of each family
member’s situation. Moreover, it leavens the burden of responsibility with a
recognition that each family member is affected by the others. This
recognition of interactional impact, in turn, entails for each family a greater
impetus to exercise maximum individual responsibility. Dilemmas develop with
the recognition that conflicts of interest abound, but family members may
derive some comfort from appreciating that the burden is shared since they are
all in it together.

HISTORICAL BACKGROUND
Family therapy is both very new and very old. Only in the past three

decades have family members been seen together for therapy. It was not until
1959 that the field was given a special phrase specifically describing the
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situation in which the whole family works with the same therapist in the same

room at the same time: "conjoint family therapy" (Jackson, 1959). The
essential features of this form of treatment had been reported 6 years earlier
by Bell (1953), but he later credited his breakthrough to a misunderstanding of
a secondhand account of Bowlby's family-focused treatment. Bell attributed his
courage to his misconception that another therapist had broken the ice (Bell,
1961).

Fortunately for the field of family therapy there will probably be no
polemics about who can claim priority. Don D. Jackson, while vacationing in
Hawaii in the summer of 1966, verified a rumor, passed along to him by Gregory
Bateson, of an ancient tribal tradition presaging even a logical but radical
development in family therapy: "network therapy" of extendgd family social
systems sometimes including dozens of related participants. Jackson spoke
with an octogenarian practitioner of the ancient art of 0'Ho Puna Puna, who
told him that she was the last of a line of women charged with responsibility
for helping families with their problems. She brought together all family
members whose presence struck her as potentially helpful. Any family member
with a grievance was required to report to her, and even the more distant
relatives were supposed to carry such tales to her. Family members were bound
by custom to let such interventions inform their hearts as arrows of loving
communication rather than as shafts of hateful tattling. The tribal tradition
of 0’Ho Puna Puna is many centuries old, yet refreshingly free from the weighty
theoretical superstructure that sometimes stultifies the spontaneity and common
sense of "modern" therapists in their work with families.

A seminal paper for the field of family therapy probably appeared in 1937
in the Bulletin of the Kansas Mentai Hygiene Society. This lead article, by
Nathan Ackerman (1937), was titled “The Family as a Social and Emotional Unit."
IE his opening paragraph Ackerman laid the cornerstone for the field of family
therapy:

None of us live [sic] our lives utterly alone. Those who try are
doomed to a miserable existence. It can fairly be said that some
aspects of life experience are more individual than societal, and
others are more social than individual. Nevertheless, principally
we live with others, and in early years almost exclusively with
nembers of our own family.

Ackerman viewed his family work as stemming from roots in the child
guidance movement, a fact he feared would be forgotten as a rash of reports
appeared on schizophrenia. Salvador Minuchin and Dick Auerswald worked in the
former tradition at the Wiltwyck School in the early 1960’s, where they treated

*Speck, R.V. Psychotherapy of the social network of a schizophrenic
family. Presented at American Psychological Association, New York, September.
1966.
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and studied the families of delinquent boys. Nevertheless, as Guerin (1976)
observed,

Family research with schizophrenia was the primary focus of the
majority of pioneers in the family movement: Bateson, Jackson,
Weakland, and Haley in California; Bowen in Topeka and Washington;
Lidz in Baltimore and then in New Haven; Whitaker and Malone in
Atlanta; Scheflen and Berkowitz in Philadelphia.

Two institutes have had a seminal role in the family field. In 1959 Don
Jackson founded the Mental Research Institute (MRI) with Jules Riskin and
Virginia Satir as the original staff, and with John Weakland, Jay Haley, Paul
Nazlawick, and Dick Lisch joining shortly thereafter. The development of MRI’s
"interactional view" over two decades is described by Bodin (1981). In 1960
Nathan Ackerman founded the Family Institute, renamed the Ackerman Institute
only after his death. The Psychodynamics of Family Life (Ackerman, 1958) was
the first book devoted to the diagnosis and treatment of family relationships.
In 1961 Don Jackson and Nathan Ackerman founded the journal Family Process,
which has proved to be an important influence in integrating the field.

The growing literature of family therapy has been compiled in
bibliographies by Framo and Green (1980) and by Glick et al. (1982). They
recognized a truth stated by Luther H. Evans, Librarian of Congress: "Without
bibliography, the records of civilization would be an uncharted chaos of
miscellaneous contributions to knowledge, unorganized and inapplicable to human
needs." Landmark work includes the first book detailing techniques for doing
family therapy, Conjoint Family Therapy, by Satir (1967), a systematic overview
by Goidenberg and Goldenberg (1980), a collection of commentary on major
contributions selected through a survey of family therapists by Green and Framo
(1981), and a handbook by Gurman and Kniskern (1981) organizing the field
around 10 themes central to any approach and useful in studying and teaching
family and couples therapy.
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REMARKS ON TRAINING OPPORTUNITIES IN FAMILY PSYCHOLOGY

A. Rodney Nurse
California Graduate School of Family Psychology
San Rafael, California

Week before last I had the pleasure of representing the California
Graduate School of Family Psychology at the midwinter conference of the
National Council of Schools of Professional Psychology. That meeting was held
at another great armed forces service city, San Antonio. There [ experienced a
number of reminiscences centered on many years ago when [ served on active duty
as a clinical psychologist at the USAF School of Aviation Medicine, then
located at Randolph Air Force Base. Chief among these memories was the
friendship, warmth and respect I felt for my fellow officers. Thus, whenever I
have the opportunity to get to know and work with service psychologists, |
particularly value the experience. So when Drs. Zold and Settles invited me to
make a few remarks today, I was delighted.

My comments on opportunities for training in family psychology are
organized under three rubrics: observation and experience, readin,, and
national family psychology programs of significance.

First, for those interested, but not yet involved in family psychology, I
would simply make a call for you to observe family relationships closely
whenever you have the opportunity. Llet me give you an example of an early
clinical experience of mine which changed my thinking, but also demonstrates
the difficulty which those of us trained intrapersonally initially can have in
shifting viewpoints. Perhaps your shift has already occurred or will with much
more rapidity than mine.

Somewhat over 20 years ago an event in my professional life occurred which
played a major role in shifting my view of "psychopathology” from a solely
individual focus to encompassing a family frame. I had been awarded a grant
from the National Institute of Health (NIH) to conduct a follow-up study of
alcoholics and their spouses after treatment at our alcoholism outpatient
clinic in Oakland, California. One year after treatment we located,
interviewed, and retested more than half the patients we had s-2n the previous
year. In comparing our follow-up data with pre-treatment data we discovered
what appeared to be a grievous error in our record keeping. At follow-up about
10% of those former patients labeled "alcoholic® now presented themselves as
spouses of alcoholics and about 10% of those formerly labeled as spouses of
alcoholics appeared to have drinking problems or were alcoholic. We wanted to
resolve this unexpected outcome by blaming an inefficient clerk. But a careful
check of our records eliminated her as an easy scapegoat. As I considered my
clinical experience I realized that this phenomena made sense; some of the
formerly active male alcoholics and their spouses were changing roles and the
alcoholic family system problem persisted. Although I had seen role reversals
in my clinical work with alcoholics and their spouses, it was not until this
unexpected research discovery that I conceptually integrated the need for
balance in the marriage relationship.
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At that point [ shifted to seeing all alcoholic problens involving intact
marriages as having a crucial systems balancing dimension. [ had not yet come
across the concept of homeostasis applied to families. Finding further support
in the literature, I realized alcoholism had to be seen in a family context.

Next it occurred to me that if the phenomena was true for alcoholic
couples, something similar might be true faor all sorts of other problem
behaviors. I could no longer view problems as residing solely "in" the
individual as I had been trained to do. Furthermore, as I looked at alcoholism
and other problems in the community I applied this systemic view to primary and
secondary prevention activities.

Not too many years later, while serving as a consultant to the community
clinical psychology program at a major southern university, I heard an
interesting story. It seems university psychologists accepted a 6-year-old
outpatient for treatment relative to complaints that the child was "homicidal."
Not many weeks into treatment, the clinic accepted another "homicidal® child.
When a third "homicidal™ child was subsequently referred, the psychologists
undertook a broader look at the context of the referrals and discovered they
all came from the same first grade class. The intervention focus shifted to
the ciassroom, an. referrals of "homicidal” children ceased. The c¢linic became
a community clinical psychology services center with, needless to say, a
systemic orientation.

This is all by way of encouraging you to look closely at your experiences
with fa